It was with great interest that we read the editorial by Dr. Julie Ann Sosa, ''What's Old is New Again,'' which reviews our recent publication 'Total thyroidectomy is associated with increased risk of complications for lowand high-volume surgeons,'' in the current issue of Annals of Surgical Oncology. Dr. Sosa has been a pioneer in the field of endocrine surgery and has paved the way for studies examining the relationships between volume and outcomes such as ours.
We agree with Dr. Sosa that the relationship between provider volume and improved patient outcomes is not a novel discovery and has been demonstrated for a number of operations. With regard to thyroid surgery, these relationships have been demonstrated in both pediatric and geriatric thyroid patients. [2] [3] [4] [5] [6] Our study confirms previous findings as Dr. Sosa suggests, and it is currently the largest study of its kind. The fact that it confirms previous findings suggests that such findings are reproducible, and this should not be felt to be an insignificant point. Additionally, using a nationwide database with weighted data points allows us to attempt to scale the data to most accurately reflect information at the national level. By doing so, we confirmed that, nationally, high-volume surgeons performed the smallest percentage of thyroidectomies and not a disproportionately large number, as previously suggested by Sosa et al. 2, 7 However, for the first time using a national database, we show that the type of thyroid operation does have significant influence on morbidity. We demonstrate, by controlling for surgeon volume, and hence, surgeon skills and experience, that these factors are not the sole determinant of complication rates. There is an inherent risk to total thyroidectomy even among high-volume surgeons. This risk, however, is mitigated when high-volume surgeons perform these operations compared with low-volume surgeons, as previously demonstrated. [2] [3] [4] [5] [6] As Dr. Sosa points out, debate currently surrounds the appropriate management for low-and medium-risk differentiated thyroid cancers\4 cm in size, and whether thyroid lobectomy or total thyroidectomy should be performed. Additionally, The American Thyroid Association released guidelines in 2009 recommending that thyroid lobectomy alone may be sufficient treatment for isolated indeterminate solitary nodules in those who prefer a more limited surgical procedure and for those with small (\1 cm), low-risk, unifocal, intrathyroidal papillary carcinomas in the absence of prior head and neck irradiation or radiologically or clinically involved cervical nodal metastases. 8 These recommendations have been based on data demonstrating similar survival between lobectomy and total thyroidectomy. [9] [10] [11] Despite these recommendations, there has been an increasing trend toward performing total thyroidectomy, especially for the management of benign disease, in America over the last 15 years, and total thyroidectomy continues to be offered for cases of microcarcinoma and low-grade thyroid malignancies.
Notwithstanding some of the limitations of this study, it hopefully portrays, using a large national database, that the type of thyroid resection does have significant influence on short-term morbidity, and hence, surgeon skills and experience are not the sole determinant of surgical outcomes. Rather, there is an inherently higher risk when offering total thyroidectomy that persists across surgeon volumes. As such, all surgeons, regardless of experience, should by mindful of the intrinsic risk when considering performing total thyroidectomy in patients. Additionally, as debate continues around the management of low-risk thyroid cancers and microcarcinomas, we hope that our study will play an important role in influencing future recommendations. We shall wait to see as these recommendations unfold.
